SUMMARY Anorectal function has been assessed in 53 patients with Crohn's disease by measurement of resting and squeeze anal canal pressures and the maximum volume tolerated during distension of a balloon in the rectum. Radiographs of the' rectum from barium enema examination were also reviewed to assess rectal capacity. Thirty-three patients have had a colectomy and ileorectal anastomosis for Crohn's colitis of whom 13 now have a stoma because they either required a protectomy (n=9) or where closure of a loop ileostomy had not been possible (n=4) because of severe anorectal disease. The maximum tolerated volume was less than 150 ml in 12 of 13 patients who now have a stoma compared with none of the 20 patients who have a functioning anastomosis. Although the correlation between a radiological assessment of rectal capacity and the maximum tolerated volume was poor, a severely contracted rectum was associated with the need for a stoma in six of seven patients compared with only two of 13 patients who did not have radiological signs of a narrow rectum.
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In Crohn's colitis there is often relative sparing of the rectum. ' If the patient requires an operation because of symptomatic Crohn's colitis an ileorectal anastomosis may be considered provided there is minimal rectal and perianal disease. Although the incidence of ileal or rectal recurrence and eventual proctectomy is high after ileorectal anastomosis,2 the operation is useful in younger patients who are anxious to avoid an ileostomy and the possible complications of impotence and chronic perineal sepsis after excision of the rectum.3 Conventional selection of patients for ileorectal anastomosis in Crohn's colitis includes evidence of rectal sparing on sigmoidoscopy, presence ofa normal anal sphincter as judged by rectal examination, absence of severe perianal disease, and a distensible rectum as seen on barium enema.4
The aims of this study have been (1) to review the outcome of ileorectal anastomosis for Crohn's colitis; (2) (Table 3) . The maximum resting pressure did not differ significantly between the three groups (Fig. 1) . Similarly there was no significant difference in the maximum squeeze pressure between the groups (Fig.  2) . The mean maximum tolerated volume in the four patients who still have a loop ileostomy was 81 ml air and in the nine patients who subsequently had a protectomy was only 77 ml air. By contrast, the mean maximum tolerated volume in the patients who still have a functioning ileorectal anastomosis was 294 ml air. None of the patients with a functioning ileorectal anastomosis had a maximum tolerated volume less than 150 ml compared with all of the patients with a loop ileostomy and eight of nine who have come to protectomy (Fig. 3) . The difference in the maximum tolerated volume between those with a functioning ileorectal anastomosis and the patients with a stoma (persistent loop ileostomy or proctectomy) is statistically significant (p < 0.02). Not all patients were investigated initially before their total colectomy and ileorectal anastomosis. Results have therefore been analysed separately but no differences were found between patients studied (Table 4 ). In the patients who still have a functioning ileorectal anastomosis six had a maximum tolerated volume less than 200 ml air; of these three pass five or more stools a day (50 %), whereas in the 14 patients whose maximum tolerated volume was greater than 200 ml air, only two pass five or more stools a day (17 %). Of the four patients with a functioning ileorectal anastomosis having urgency, three had a maximum tolerated volume of less than 250 ml air.
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